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A NEW PROCEDURE FOR SUSPENSION 
OF THE PELVIC COLON. 


J. H. Kettoce, M.D., L.L.D., F.A.C.S. 
BattTLe CREEK, MIcH. 


Roentgenological studies made in several thou- 
sand cases of chronic constipation by Dr. James 
T. Case, have clearly demonstrated that in by far 
the great majority of cases of obstinate constipa- 
tion the cause is largely a mechanical one and is 
located in the distal portion of the colon, generally 
in that portion of the sigmoid flexure of the colon 
which is termed by modern anatomists “the pelvic 
colon.” 

More than a hundred years ago, O’Bierne of 
Dublin, showed by careful experimentation that the 
pelvic colon plays an important part in the func- 
tion of defecation. The observations of O’Bierne, 
while long ignored, have in recent times been con- 
firmed by roentgenological observations. When 
empty after complete bowel movement, the pelvic 
colon falls in a collapsed state into the iliac fossa 
or drops back into the pelvic cavity. As the pelvic 
loop of the colon is gradually refilled it rises out 
of the pelvis and when it is fully distended a por- 
tion of its contents is pushed on into the rectum. 
The distention of the rectum with fecal matter gives 
rise to the “call” and the reflexes which aided by 
voluntary effort result in the discharge of the bowel 
contents. 

It is evident, then, that a prerequisite for normal 
bowel action is great freedom of movement for the 
pelvic colon. It is for this reason that the pelvic 
colon is provided with a mesentery. When pro- 
lapsed, a fold is formed at the pelvi-rectal junc- 
tion which acts as a valve and which hinders the 
advance of the fecal mass, thus becoming a very 
definite mechanical obstacle to normal bowel move- 
ment. Under normal conditions the filling of the 
pelvic colon lifts it out of the pelvis and so un- 
folds the gut and opens the pelvi-rectal junction; 
but unfortunately this normal action is frequently 
interfered with. When by a too concentrated diet, 
sedentary habits of life, and especially by neglect 
to respond promptly to the “call” of Nature for 
bowel evacuation, the pelvic colon is allowed to be 
habitually overfilled, it is gradually stretched and 


elongated, its muscular walls become thin and flac- 
cid by over-stretching and atrophy and as a result 
the pelvic loop when emptied falls in a crumpled 
mass into the pelvic cavity and easily becomes in- 
carcerated so that it does not fill and rise in the 
normal way. Defecation now is only possible when 
the accumulation in the descending colon becomes 
so great that the fecal matters are forced through 
the narrowed and folded gut into the rectum by 
the accumulated pressure behind. The stool in- 
stead of being normally forimed consists of round 


Fig L The pelvic colon in postions 4 


hard masses of scybala resembling the feces of a 
sheep. 

As a natural consequence of the chronic stasis of 
fecal matters in the pelvic colon the mucous mem- 
brane of the gut becomes infected, a condition of 
chronic colitis is established which produces a 
spastic state of the bowel and increases the stasis 
and in the meantime may involve the entire thick- 
ness of the wall of the gut, thus giving rise to peri- 
colitis and adhesions of the gut to the surface with 
which it lies in contact. I have noted in cases of 
this sort adhesions of the gut to the brim of the 
pelvis, the left Fallopian tube, the left broad liga- 
ment, the left ovary, the uterus and to its own mes- 
entery. Adhesions may be located at the middle 
of the pelvic loop or at one or both ends, or may 
involve the entire pelvic colon. 
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In the beginning the mechanical obstruction to 
defecation induced by ptosis of the pelvic colon may 
be temporary, owing to the fact that the loop of 
bowel may now and then rise from its prolapsed 
position so that the patient may for a time experi- 
ence entire relief. After a while, as the bowel be- 
comes stretched more and more, the incarceration 
' becomes complete so that it no longer rises but 
remains constantly in a prolapsed and crumpled con- 
dition, affording favorable opportunity for the de- 
velopment of peri-colitis and adhesions. 

As the result of the fixation of the gut, still an- 
other pathological condition develops. As the colon 
cannot clear itself in the usual manner by the mass 


movement of the pelvic loop, such as normally oc- 
curs, there develops an exaggerated form of an- 
other mode of peristalsis in which strong constric- 
tion waves pass along the gut molding the feces 
into nummular masses that are slowly one by one 
pushed along into the rectum. I have, on numer- 
ous occasions, watched this action of the bowel 
through a proctoscope. The effect of this exag- 
gerated peristalsis acting upon an adherent and nar- 
rowed gut is to cause stretching and relaxation of 
the wall of the intestine at the point of attachment 
and ultimately to produce invagination of the gut. 


This is most likely to occur near the pelvi-rectal: 


junction, but the relaxation may involve the whole 
upper part of the rectum. I have in several in- 
stances seen through a proctoscope the gut behave 
_ in the manner described. I think it possible also 
that invagination of the pelvic colon into the upper 
part of the rectum may occur as a result of great 
redundancy of the pelvic colon and relaxed and 
thickened condition of the rectal mucosa. 


There are then three distinct pathological con- 
ditions connected with ptosis of the pelvic colon: 


1. Temporary or permanent incarceration of the 
gut without adhesions. 

2. Prolapse and adhesion of the pelvic loop. 

3. Prolapse of redundant pelvic colon with in- 
vagination. 

In seeking for means of relief for the constipa- 
tion resulting from ptosis of the pelvic colon, I 
have found that regular bowel movements may in 
many cases be secured by the administration of 
sufficiently large doses of paraffin oil combined with 
agar-agar of wheat bran in some form. Not infre- 


% Fig.3. Showing position for fixation of th 


quently one or two tablespoonfuls of bran at each 
meal, with an ounce of paraffin oil, will afford en- 
tire relief from the chronic constipation resulting 
from the mechanical hindrance to colon action. 

Not infrequently in dealing with cases of the 
first class in which the prolapsed bowel has not yet 
become adherent, relief may be obtained by means 
of massage with the patient placed in the knee-chest 
position. It seems to be possible by very deep digi- 
tal kneading to lift the prolapsed gut out of the 
pelvis and thus secure normal bowel action. If 
while this procedure is being practiced daily, the 
patient is made to take on a considerable quantity 
of flesh, the increase of the intra-abdominal fat 
especially in the mesentery and appendices epiploical 
of the pelvic colon may sometimes aid in making 
the relief permanent, by decreasing the liability of 
the bowel to incarceration in the pelvis. 

In cases, however, in which the bowel is ex- 
tensively adherent or is adherent in such a way as 


Fig. 2. Suturing the omentum to the 
_ mesentery of the pelvic colon, omentum. 
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to produce very marked narrowing of the lumen 
of the gut, and in cases in which the obstruction 
is due to invagination of the gut, no definite or 
permanent relief can be obtained except by a sur- 
gical procedure. Adhesions must be broken up 
and the bowel lifted into place. With the abdomen 
open and the pelvic colon in view, it is not diffi- 
cult to release the adherent part; but if no efficient 
preventive measures are adopted, the loop of gut 


will quickly fall back into the old position, ad- 


hesions will re-form and the condition of the patient 
will be in no way improved. 


Operative Technic. 


In connection with observations upon cases of in- 
competency of the ileocecal valve, Dr. Case noted 
that with this condition was frequently associated 
prolapse and adhesions of the pelvic colon. Evi- 
dently no benefit could be expected from an opera- 
tion to repair the ileocecal valve so long as the 
cause of this condition was not removed. After 
careful study of a number of cases of this sort, 
I devised a method of suspending the pelvic colon 
which it is the chief purpose of this paper to 
describe. 

Several operators have sought to maintain the 
pelvic colon in position by attaching it to the ab- 
dominal parietes. In the single case in which I 
adopted this procedure a number of years ago, the 
patient suffered so much: pain as a result that I 
have since been unwilling to repeat the operation. 
The parietal peritoneum is highly sensitive and the 
continued irritation caused by the struggles of an 
adherent gut to free itself may become a source 
of great distress. My procedure, as will be seen 
by the accompanying description, avoids this diffi- 
culty by attaching the loop of the colon to the 
under side of the omentum, then attaching the omen- 
tum at a point higher up to the parietal peritoneum. 
This method gives the gut a swinging attachment 
and, as I have demonstrated in a considerable num- 
ber of operative cases, is not accompanied by pain- 
ful sensations during the active movements of the 
colon which occur during defecation. 


The technic of the operation will be so readily 
understood from the accompanying cuts that only 
a brief description is required. First of ‘all it is 
important to be assured by a thoroughgoing roent- 
genological examination by a competent roent- 
genologist that the pelvic colon is both prolapsed 
and adherent. This condition when present may 
be almost certainly recognized in all cases except 
in persons who are excessively fat. In operating 
upon a considerable number of patients in whom 
a diagnosis of adhesion of the pelvic colon has been 


made in connection with other findings, I have very 
rarely indeed found the roentgenologist to be in 
error. 

For two or three days before the operation the 
patient takes liberal doses of paraffin oil, an ounce 
and one-half or two ounces, three times a day. An 
enema is administered the morning of the day of 
operation. The patient is shaved and otherwise 
made ready for a laparotomy. 

Just before the operation the patient is placed — 
in the knee chest position and with the aid of the 
proctoscope a stomach tube is introduced as high 
up in the pelvic colon as possible. The purpose of 
the tube is to prevent the pelvic colon from folding 
upon itself during the first few days after the opera- 


"Fig. 4, Suturing-the omentum to the abdominal wall. 


tion and to hold it in place until it becomes firmly 
fixed by adhesion of the approximated surfaces. 

A piece of rubber tubing three or four inches in 
length, just large enough to allow the passage of 
the stomach tube, is slipped over it and used for 
holding the tubes in place. This is accomplished 
by two tapes which are passed through slits in the 
outer tube and then tied around the thighs so as 
to hold the tube in place after it is once placed in 
position. 

With the head of the table lowered and the small 
intestine held out of the way with silk covered nap- 
kins, the pelvic colon may be brought clearly into 
view, and any adhesions present may be readily 
discovered and released by snipping with blunt 
pointed scissors close to the guts and its mesentery. 
One very soon learns to distinguish between: ad- 
hesions and the mesentery by the fact that when 
the gut is drawn up the adherent peritoneum is 
pulled out in a fold between which and the mesen- 
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tery of the gut an open space appears. By lifting 
up the fold with forceps while the adherent sur- 
faces are being separated, one may easily avoid 
wounding the vessels and the application of a liga- 
ture is seldom required. By delicate dissection and 
gentle manipulation it is also possible to avoid de- 
nudation of any large areas, thus lessening the dan- 
ger of subsequent troublesome adhesions. When 
possible to do so, denuded areas should be covered 
over with peritoneum by careful suturing, using 
Lemberts sutures of chronic catgut. 

When the pelvic colon has been properly freed it 
will be found that the loop reaches nearly to the 
umbilicus or even higher. 

The next step is the further introduction of the 
rubber tube which has already been well lubricated 


Fig. 5. Case of Mrs. McC., rectal constipation due to prolapse 
and Sahocion of the pelvic colon before operation. 


with vaseline so that it will slip through the anus 
and the bowel as easily as possible. An assistant 
pushes the tube in while the operator guides the 
point of the tube along the pelvic colon. When the 
tube reaches the top of the loop the end is directed 
downward toward the ileo-pelvic junction at which 
point it is turned up into the ileac colon and passed 
on to the middle of the descending colon. It is 
important that the end of the tube should lie free 
in the bowel without impinging against the side of 
the gut in such a way as to incur the risk of rup- 
ture of the intestinal wall from pressure necrosis. 
In cases in which marked colitis exists, the bowel 
sometimes contracts so firmly upon the tube that 
it is necessary to pause when introducing it until 
the gut relaxes. When the tube is finally in place 
the assistant takes care to hold it firmly in position 


and as soon as the operation is completed ties the 
tapes around the legs in such a way that it is im- 
possible for the tube to slip out of place. The ac- 
companying cut (Fig. 1) shows the pelvic colon 
after adhesions have been broken up and the tube 
placed in position. 

If the adherent condition of the pelvic colon is 
not discovered until after the abdomen is opened, 
as may happen in operation for removal of a dis- 
eased appendix or to meet some other indication, 
the operator follows the pelvic colon down inside 
of the abdomen until the rectum is reached, while 
the assistant inserts the tube for a few inches. The 
operator guides the end of the tube along the bowel 
as the assistant gently pushes it in. Some difficulty 
is often experienced due to the fact that the end 


of the tube is caught by folds of membrane known 
as Houston’s valves. This difficulty may be avoided 
by folding over the end of the tube about eight 
inches and introducing the loop. The looped tube 
easily slips by Houston’s valves and may be easily 
caught by the operators finger and brought up into 
the pelvic colon where it is held for a moment be- 
tween the thumb and finger while the assistant 
gently pulls upon the outer end of the tube until 
the tube is infolded. Then with gentle guidance 
while the assistant steadily passes the tube in, the 
end of the tube is carried along through the pelvic 
and ileac colon about half way up the ascending 
colon. 

The next step is to secure the mesentery of the 
pelvic colon with forceps at two points as shown 
in Fig. 2. The omentum is then drawn down and 
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folded back two or three inches (Fig. 3), the length 
of the overlap depending upon the length of the 
omentum and the extent to which the mesentery 
of the pelvic loop has been denuded of its perito- 
neum, one purpose of the over-lap being to cover 
the raw surfaces and so prevent adhesions of the 
small intestine. The omentum is fixed in place by 
suturing to the mesentery of the pelvic colon as 
shown in Fig. 4. The end sutures are placed several 
inches apart so as to prevent kinking of the in- 
testinal loop. Several intermediate sutures are in- 
troduced to prevent folding of the omentum when 
it is very thin and also to avoid possibility of catch- 
ing the loop of intestine, thus producing obstruc- 
tion. After the suturing is finished the omentum 
is folded down over the mesentery of the pelvic 
colon so as to cover so far as possible any surface 
which may have been denuded in separating ad- 
hesions. The omentum may be attached by one or 
more sutures if necessary to cover raw surfaces. 
The next step is the attachment of the omentum 
to the abdominal wall. A heavy catgut suture is 
introduced into the omentum at a point a little above 
the upper margin of the pelvic loop. Large sized 
chromocized catgut or Kangaroo tendon is used. 

The left side of the wound is now lifted for- 
ward so as to bring the parietal peritoneum well 
into view and the suture passed through the parietal 
peritoneum at a point sufficiently high to make sure 
that the pelvic loop is well supported without kink- 
ing and without over-stretching the gut. When the 
suture is tied, nothing remains but to close the 
wound in the usual fashion. 

After the patient is put to bed a dose of one 
cubic centimeter of pituitrin is administered to in- 
duce peristalsis “place” the intestines. A solution 
of malt sugar, one ounce to the pint, is allowed to 
pass into the colon through the rubber tube at the 
rate of two drops or one minim per second. At 
this rate, the solution is largely absorbed as rapidily 
as it is introduced and not only supplies the need 
for liquids but also furnishes the carbohydrate 
necessary to support the heart and to prevent aci- 
dosis. 

Each day a pint of an active culture of Bacillus 
Bulgaricus with two or three ounces of starch water 
is passed into the colon through the tube, the pur- 
pose being to aid in changing the intestinal flora, 
which is further promoted by careful regulation of 
the diet and the application of such other measures 
as the writer has elsewhere shown to be essential 
for thoroughgoing change of the intestinal flora. 

The long tube is removed on the third or fourth 
day. If it seems necessary at any time to deter- 
mine the exact position of the tube this may be 


done by an .-ray examination. Further details of 
the after-care of the patient are the same as those 
employed in laparotomies for any purpose. 


A METHOD OF INCISING PAROTID AB- 
SCESS WITHOUT INJURY TO THE 
FACIAL NERVE DISTRIBUTION. 
Howarp LitiENTHAL, M.D., F.A.CS., 
New York. 


Suppurative infection of the parotid gland is 
most often encountered as a metastatic phenome- 
non. So frequently is it seen after abdominal in- 
fection that the name “celiac parotitis” has come 
to designate this form of the disease. The affec- 
tion is one associated with great constitutional dis- 
turbance and the accompanying pain is severe. Be- 
cause incision in this region will leave an unsightly 
scar and also because of the danger of paralysis 


Fig. 1. General line of incision. It is shown here too long. 
The anterior end need not pass the border of the masseter muscle. 


of the facial nerve distribution suppurative paro- 
titis has usually been treated in a timid and un- 
surgical fashion, the ice bag or the poultice taking 
the place of the scalpel until the skin itself threat- 
ens perforation when one or two short incisions 
are made in order to avoid the deformity follow- 
ing actual cutaneous necrosis. Meantime, days or 
even weeks of suffering have dragged on and the 
destruction of the parotid tissue has proceeded, the 
pus even working its way into the pterygomax- 
illary region or into the neck* 


In Keen’s Surgery, Vol. III, p. 323, Wyllys 


*Deaver, Surg. Anat., Vol. 1, p. 521. 
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Andrews writes: “Extensive cutting such as is 
done in mammary infections is impossible,” etc. 

For many years I have practiced a method of 
operating in these cases which does permit of free 
drainage while it avoids unsightly scarring as well 
as injury to important branches of the facial nerve. 
Instead of the long, painful wait for something 
to happen there is prompt action when suppura- 
tion has been recognized. Relief is immediate. 

A description of the method follows, but modi- 
fications will doubtless occur to the surgeon accord- 
ing to the requirements of the case. 

A vertical skin-deep incision is made in front 
of the auricle and just as close to it as possible. 


Fig. 2. S leads to the double dotted line representing the loca- 
tion of Stenson’s duct. 

The white lines represent the nerve branches in diagrammatic 
manner. The heavy dark lines are the incisions in the parotid 
gland. The wound, as in Fig. 1, runs too far forward. 


This incision is extended to the hollow behind the 
angle of the jaw and thence in a gentle curve for- 
ward as far as the projection of the anterior bor- 
der of the masseter muscle. The flap of skin thus 
formed is reflected forward revealing the greater 
part of the parotid gland with its overlying fat and 
fascia. Incisions, as many as appear necessary for 
drainage, may now be made through the parotid 
fascia into the gland itself, the lines radiating in 
a general way along the course of the pes anserinus. 
No incision, however, should cross the line of Sten- 
son’s duct for fear of salivary fistula. Deeper col- 


lection of pus may be evacuated through this same 
cutaneous incision by puncturing through the 
fascia behind the ramus of the jaw and then enlarg- 
ing the opening with the director and dressing 
forceps. 


The openings into the parotid may be packed or 
otherwise drained, the cutaneous flap not being re- 
placed until healing is well advanced, when it may 
be held in position with adhesive strips. A glance 
at the figures will make the entire procedure clearer 
than my words. The resulting cicatrix is far less 
obvious than smaller ones made by drainage through 
the cheek. 


THE OPEN TREATMENT OF CERTAIN 
FRACTURES OF THE LONG BONES. 


H. Horace Grant, A.M., M.D., 


Professor of Surgery, University of Louisville, Medical 
Department. 


Ky. 


Since the x-ray is daily discovering to the lay- 
man what the surgeon has long known, namely, 
that nearly all results in fractures of certain bones 
and situations are more or less grossly imperfect, 
the current literature abounds with the reports of 
experiences with the open method of treatment of 
fractures. The practical side of the management of 
a concealed lesion by looking at it and giving it 
direct treatment shows up in strong contrast to 
older methods, and needs only to insure simplicity 
and freedom from sepsis to come into its own. So 
fully is the need felt not only by the “physician and 
surgeon” of the remoter districts but by the skilled 
surgeon himself that a discussion of various 
views and references to the abundant literature is 
beside the interest of the question at issue. We 
all know that something is coming in the practical 
management of certain of these fractures, and a 
variety of opinions but obscures the problem. 

Just what fractures of long bones may be safely 
managed by external splints must depend on spe- 
cial circumstances and environments, but more par- 
ticularly on the features in individual cases, i.e., 
the evident accuracy of approximation, the sur- 
roundings of the patient, the accessibility to skilled 
help, and opportunity for hospital treatment. While 
these conditions in a way help to control any sur- 
gical treatment, the necessity for overcoming them 
may determine the difficulties. A short or crooked 
leg or arm as the result of a fracture leaves a per- 
manent monument, which neither the patient nor 
the surgeon can confront without a disagreeable 
reminder to the one, and more or less persistent 
mortification to the other. Under good surround- 
ings the skilled hand should be able to secure prac- 
tically a straight leg or arm of normal length in 
every fracture of such bones not hopelessly com- 
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minuted, and non-union in the normally healthy 
patient should be practically unknown. 

Prominent in the recent literature are two articles 
upon the subject, in both of which the open treat- 
ment in one form or another is earnestly advocated 
after one method or another. In the article by 
Estes of South Bethlehem (Aunals of Surgery, 
July, 1916) a very full review of the various meth- 
ods of treatment of fractures is given together 
with some extensive statistics, the whole subject 
being so well discussed as to bring the matter up to 
date. A report from John O’Connor of the British 
Hospital Service at Buenos Ayres (Amnals of Sur- 
gery, January, 1915) besides being very explicit is 
also quite radical. It is easy to see from his article, 
however, that O’Connor is a practical artisan, as 
every operator who undertakes bone surgery should 
be if he expects to accomplish great results, and 
leaving all theory aside he applies the same prin- 
ciples of treatment to hidden bone injuries that 
he would to any other hidden lesion. In the treat- 

_ment of all transverse fractures, in which union is 
not progressing at the end of thirty days, and in 
all recent fractures oblique in direction, in which 
the #-ray does not show proper apposition, he un- 
hesitatingly makes an open operation and applies 
the Lane plate. 

This plan of treatment represents a definite 
technic which it seems may well be modified along 
the following lines: The difficulties in getting 
and maintaining good approximation in fractures 
of the humerus and femur in the shaft, and occa- 
sionally in fractures of the tibia and fibula place 
these lesions in a class by themselves. If a simple 
method of fixation can be provided it is fair to 
assume that most surgeons would prefer to treat 
every fracture in these regions that is not clearly 
shown by the +-ray to be properly opposed, by an 
open operation and adjustment. Without doubt 
fractures in this region, in which union is not 
progressing after 25 or 30 days, demand prompt 
exposure of the field and direct treatment. In most 
of the text-books fully a dozen reasons are given 
for failure of union, but as a matter of fact there 
are but two frequently occurring causes; one of 
these is imperfect approximation and fixation, and 
the other the interposition of soft tissues. The first 
of these is easily determined by the +-ray; the lat- 
ter is rarely discovered by any means until the 
open operation is made. 

It is not believed to be worth while in this article 
to present either arguments or authorities for the 
views here expressed. The literature is too full of 
this subject to even justify its re-presentation in a 
practical discussion. It is my object to present a 


simple and safe method of approximation and fixa- 
tion of these fragments for the consideration of 
those surgeons who believe the operation is demand- 
ed, and not to attempt to make any converts to this 
step in surgery. Accepting more or less the posi- 
tion taken by O’Connor, which accords with the 
views and practice I have for a long time advocated, 
and as ably presented by the authorities above re- 
ferred to, I would present the following plan of 
practice: In all fractures involving the shaft of 
the humerus or femur, as well as the tibia, in which 
the x-ray shows the approximation is bad, I advise 
early operative intervention and fixation after a 
plan to be described. Of course, at any time ob- 
servation shows shortening or angulation, with or 
without failure of union, these steps are to be en- 
tertained, and no delay is to be allowed where the 
x-ray shows an unallowable failure of approxima- 
tion. 

In the device figured in this article the shaft of 
the gimlet is made of the same material as the 
ordinary wood screw. The shaft is from 2% to 
3¥ inches in length and 244-3 mm. in diameter. The 


handle, which is fitted firmly upon the shaft, is 


more or less malleable, so as to be bent, if neces- 
sary, by a pair of strong pliers into adaptable shape. 
A simple folding clamp, with a set screw, holds the 
two handles in apposition after their introduction 
into the bone. It is found that about 3 inches is all 
that is necessary for the length of these. handles, 
and 3% inch in breadth is proper. 

In preparing the patient for operation, which 
in simple fractures should be delayed two or three 
days until the acute stage has subsided, ordinary 
surgical cleaning is all that is necessary. The field 
of operation is painted with tincture of iodine and 
by a free incision the seat of the fracture exposed. 
By the use of a suitable pair of forceps (either 
those specially designed for the purpose of holding 
the fragments, or even the ordinary lion-jawed for- 
ceps, may be very satisfactorily used) the two ends 
are brought in apposition after free and liberal re- 
moval of all obstructions in the soft parts or bone. 
In recent fractures usually the parts can easily be 
brought together while extension is made. In old- 
un-united fractures more separation of the soft 
parts and manipulation are necessary. After the 
parts have been placed in the position that is de- 
signed to fix them, with a small hand drill a hole 
is made in the bone and the gimlet screwed into it. 
This opening is made about 1%4 inches from the 
point of fracture. A corresponding hole is made 
in the other fragment, the other gimlet introduced, 
and the handles approximated. The depth to which 
the screw penetrates depends upon the firmness 
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of the hold obtained. Usually it is completely 
through the medullary canal and should involve 
the opposite side of the shaft. In making the 
adjustment it is desirable that not even the gloved 
fingers should be passed into the wound, but all 
separation and manipulation should be done by in- 
struments. As the purpose of this operation is to 
get apposition and fixation of a practical kind, it 
is not believed wise to “fuss around” too long to 
make this apposition absolutely accurate, but that 
if it is relatively so it is better to leave it slightly 
imperfect than to run the risk of infection by too 
prolonged manipulation. The callus which will be 


of gimlets is then applied through the open 
wound as before described. 

After the clamp has been placed upon the han- 
dles and the adjustment is satisfactory the peri- 
osteum is closed by catgut sutures. If it seems 
necessary in any way to fortify the approximation 
a catgut ligature may be carried around the seat 
of fracture and tied about the shafts of the gimlets 
in any way indicated. There can rarely be any occa- 
sion for this step. The muscles are drawn together 
and the skin closed well up around the shafts of 
the gimlet. In some instances the wound may be 
mopped out with a solution of iodine. Careful 


= 


TO 3%" 


The instrument figured here consists of two gimlets each made ; 


in two sizes, the shafts of which are respectively 2% and 3% 
inches long and 2% and 3 in diameter. The shaft is of uniform 
size terminating in a slightly tapered screw and about 34-inch in 
length. This shaft is made of an ordinary clothes hook straightened 
out. This shaft is firmly fitted to a flat handle about three inches 


in length and %-inch in width and 1/20th of an inch thick, made 
of German silver. The clamp is made of the same material, con- 
sists of a hinge an inch and a quarter in length and three-quarters 
broad and one-sixteenth of an inch thick, closed with a brass 
set screw. 


thrown out around the seat of fracture will soon 
perfectly modify all irregularities. Nor should too 
much manipulation be made with the gimlets after 
introduction, lést the hold in the bone be loosened. 
Where it seems necessary to make the approxima- 
tion firmer two pairs of clamps are used. A stab 
wound is made upon either side of the wound made 
to expose the fracture, and through this stab wound 
the shaft of the gimlet is introduced into the drilled 
hole into the bone. This can be done under the 
eye through the open wound. A _ similar stab 
wound is made upon the other side of the fracture 
and the other shaft introduced. The second pair 


hemostasis should be secured and no drainage is 


necessary. If two pairs of clamps have been em- 
ployed a plaster bandage is not required as these 
will afford all the fixation needed. If only one 
pair is used the limb is then secured by a light 
plaster of Paris bandage, engaging the joints above 
and below the point of fracture; careful gauze 
dressing is wound around the shafts for protection 
and a window is cut about the wound to permit 
inspection. The gimlets are allowed to remain in 
place eighteen to twenty days or even longer, ac- 
cording to the choice of the surgeon; usually a 
shorter time than this will insure union. Of course, 
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if infection should take place, which can be only 
from some fault in the technic, the foreign body 
should be removed at once. Infection can follow 
any plastic or constructive operation if not careful- 
ly done, but there is abundant demonstration that 
the retention of aseptic foreign bodies in bones and 
joints for weeks is quite consistent with primary 
healing. In the surgical section of the 1916 meet- 
ing of the American Medical Association, John 
Gerster reported over thirty cases of weight trac- 
tion made upon a-spike passed through the femur 
above the condyles maintained for as long a period 
as four weeks without infection. At the same 
meeting Mann of Indianapolis surprised the ex- 
perienced bone surgeons in the section by his re- 
port of the toleration by the joints of buried screws 
and nails. All this merely indicates that the tem- 
porary fixation of bone by removable foreign bodies 
is safe if carefully done. I have used the instru- 
ment as described in eight cases which are reported 
below with perfectly satisfactory results in all, with 
infection but once and in the case where infection 
occurred through an acute fracture of the thigh, 
firm union took place with a good function. O’Con- 
nor declares that the screws in the Lane plate do 
not become loosened if properly introduced. In 
my cases the shafts of the gimlets were firm and 
aseptic when removed after 15-20 days. The ad- 
vantages of this method of fixation over the Park- 
hill clamp are that it is very much simpler and 
easier of application and far less cumbersome, and 
while perhaps the approximation of the fragments 
is not always quite so accurate as can be obtained 
by the four shafts in the Parkhill clamp, the prac- 
tical results are in every way satisfactory. Its 


great advantage over the Lane plate is that there_ 


is no foreign body left to give trouble afterwards, 
and that inasmuch as an accurate fixation main- 
tained for seven or eight days will insure satisfac- 
tory union in nearly any healthy individual, it is 
easy to remove the clamps at any time after the 
end of two weeks if there is any occasion for it. 
The fixation is far more firm than can be obtained 
by the wire or other suture. 
A report of the cases follow: 


Case I: White male, 24 years of age; radiogram 
showed an oblique fracture of the left tibia, with 
considerable displacement, ununited after nine 
weeks in plaster. This fracture had been plated 


at the time of the accident, but because of sup- 
puration, the plates were removed on the tenth day 
and plaster employed. After well curretting the ends 
of the fragments apposition was readily accom- 
plished and the gimlets introduced as outlined 
above. A heavy flannel bandage was used to pro- 
tect the skin, and plaster bandages were carried 


from the toes to well fix the knee. A window was 
left where the plaster wound around over the gauze 
dressings at the wounds. These dressings were so 
applied as to be easily renewed when soiled. There 
was little pain, and the dressings were only slightly 
stained, requiring change only on the second day. 
A dry scab formed about the shafts, but there was 
not even serum after the first few days. The gim- 
lets were removed on the 16th day, reverse turn- 
ing easily releasing the shafts after the clamp was 
loosened. The shafts were firmly fixed in the bone, 
there having been no necrosis. After examination 
the wound was dressed and the plaster was not 
changed, as fixation was satisfactory. At four 
weeks the plaster was removed and union found to 
be firm; plaster reapplied and when finally re- 


moved at the eighth week firm union was found. 


' Case II: White male, age 21 years. Fracture 
involving both bones at the middle of the fore- 
arm. In plaster six weeks. The ends of the frag- 
ments were freshened by the bone curet; the radius 


Shaft of Humerus At Twenty-first Day. 


only was engaged by the clamps. After fixation the 
skin was protected by a flannel bandage, and a 
plaster cast applied over this about the gauze dress- 
ings at the wound site. The result at five weeks 
was good union. 

Case III: This was a coloted male, age 21, 
with a wire still in the radius, after a repair of a 
break alraost exactiy the counterpart of Case 2. 
After removal of the wire the same plan was em- 
ployed with good union as a result. 


CasE IV: White male, age 25, sustained. a 
fracture of both femora in an automobile accident ; 
in the right femur supra condyloid; in the left 
fracture of the shaft about the middle third. The 
original dressing was extensive with long lateral 
splint and sand-bags for the left leg (double in- 
clined plane for the supracondyloid break.) After 
a week the radiograms showed marked overlapping 
of an oblique fracture in the left shaft, with a half- 
inch shortening. After exposure much effort was 
required to get satisfactory position, when fixation 
was easily maintained by the gimlet screws. There 
was considerable oozing in this case, but no shock 
and no exceptional pain. A full sized window was 
left at the site. Some pus appeared around the 
upper gimlet shaft on the fifth day, and there was 
a discharge of serum and pus in moderate amount 
for a week or more, but no constitutional symp- 
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toms of any importance. The gimlet was taken out 
on the eighth day while the plaster cast was left 
in position. The cast was replaced at the fifth 
week and when finally left off at the eleventh week 
firm union was found. Notwithstanding a double 
fracture, he now walks with barely a limp. 

Case V: Colored male, age 26. Old ununited 
fracture upper third right humerus. Dressed out- 
side the hospital at the time of the accident with 
plaster cast, six weeks previous to admission radio- 
grams showed an oblique fracture, ends overlap- 
ping, fibrous union only. The ends were dissected 
free and easily approximated. In this case the 
obliquity of the break made it convenient to pass 
one of the gimlets through the tip of one of the 
fragments so as to practically nail the two surfaces 
together. The other treatment and dressing were 
the same as outlined in the other cases. The gim- 
lets were removed on the 16th day, at which time 
a new plaster cast was applied, which was left in 
place for four weeks. Firm union resulted. 


Shaft of Femur At Twenty-first Day. 


Case VI: White male, age 19. Ununited frac- 
ture of the left humerus. Three months after 
fracture, no union resulting, the wound had been 
opened, the ends freshened and fixed with chromic 


catgut; just how was not clear. On exposure five - 


weeks later the ‘ends of a more or less oblique 
separation with overlapping and angular deformity 
and much adventitious tissue presented. The 
fragments were well freed and the ends scraped. 
In order to secure firm fixation two pair of gimlets 
were used in this case, and a very light plaster cast 
applied. Good union followed. 


Case VII: The illustrations apply to this case. 
White boy, age 11 years. Sustained a fracture of 
the right fibula and right femur, at the upper right 
humerus of middle shaft. Three weeks later un- 
ion was found at the ankle break, but the radio- 
grams showed angularity and overlapping at the 
other sites, with free movement. Both fractures 
were approximated as shown in the illustration. 
Accurate care was not observed when the plaster 
was applied to abduct the thigh, and there is shown 
a curve in femur so common after these fractures. 
No persistent effort was made to get absolute ac- 
curacy in the humerus, but the arm now shows a 
smooth point of union. The gimlets were intro- 
duced and the dressings applied as in the usual 


manner, no extension was made. The boy had no 
shock and but little pain. After 36 hours he was 
comfortable throughout his convalescence. The 
gimlets remained dry, and when they were re- 
moved on the 19th day were found tightly grasped 
in the bone. At this dressing the plaster was 
changed upon both limbs and an effort was made 
to correct the curve in the thigh which was still 
flexible. Union in the humerous was perfect. Plas- 
ter was re-applied to both arm and leg. From the 
humerus it was removed at the fifth week and the 
femur at the eighth week, when a perfect func- 
tional result was found in both. 


CasE VIII: Mrs. P., seen with Dr. Philips. 
She sustained a fracture at the surgical neck of the 
left humerus. This was supported by an ordinary 
shoulder cap and a V-shaped auxiliary splint and 
made very comfortable, but radiogram on the fourth 
day showed a distal fragment well up behind the 
short piece which overlapped the lower fragment 
for an inch and a quarter and was turned outward 
making almost a T-shaped fracture. Dr. Sherrill 
who was interested in the instrument, assisted me 
on the sixth day after the injury in applying the 
gimlet. Reposition was easily effected and the 
woman suffered so little inconvenience from the 
dressing that she went home on the sixth day and 
continued to supervise her household affairs. The 
clamps were removed on the twenty-third day and 
firm union was found to have taken place. 

I believe the following conclusions to represent 
a sound surgical basis: 

Ist. The advantage of directing the adjustment 
and fixation of the fragments in most fractures of 
the thigh and humoral shaft, as well as many of 


the tibia and other long bones, is so positive as 


to need only a safe and simple method for general 
adoption. 

2nd. Badly apposed, as well as ununited frac- 
tures of the long bones, conditions easily recog- 
nized by modern methods, demand undelayed treat- 
ment by the open method. 

3rd. As fixation by absorbable ligatures requires 
as much or more manipulation as the putting in 
of the plates, the risk of infection is hardly com- 
pensated for in view of the insecurity; and wir- 
ing of the fragments accomplishes poor fixation 
with the drawback of the retained foreign body. 

4th. The Lane plate in skilled hands accom- 
plishes perhaps the best fixation but carries with 
it.the serious objection to the inexperienced of 
infection, and even where all seems to go well later 
removal is often required. 

5th. If by a simple inexpensive and safe meth- 
od of fixation, not even involving the broken sur- 
faces, approximation can be maintained, it should 
become the ideal method. 


In determining the level for amputation for gan- 
grene of the foot, the Moskowitz test of arterial 
sufficiency is a helpful guide. A thigh amputation 
is always surer of healing than one below the knee; 
and, speaking generally, the older the patient the 
smaller the chance of a successful leg amputation. 


rt 


P 
e 


’ 
| 
\ a, Oo 
Ic 
WwW 
Sé 
al 
as 
te 
Ww 
fa 
ac 
of 
4 m 
Pe 
fr 
i ce 
in 
| fr 


Vor, XXXI, No. 4. 


DAINBRIDGE—CANCER CAMPAIGN. 


AMERICAN 
JouRNAL OF SURGERY. 


107 


THE CANCER CAMPAIGN QUATERNARY ; 
THE PROBLEM; THE PUBLIC; THE PA- 
TIENT; THE PHYSICIAN. 
WILLIAM SEAMAN BarinsripGe, A.M., Sc.D., 
M.D., C.M. 

New York City. 


No dissenting voice, so far as I am aware, has 
been raised against the movement, now so substan- 
tially under way, to educate the general American 
public concerning cancer. For more than a decade, 
as my published statements attest, | have empha- 
sized the need for enlightenment on the part of the 
layman with reference to this disease, of which so 
much negative and so little positive information is 
available. I have endeavored to impress upon the 
medical profession the importance of so conducting 
the campaign of education as to avoid arousing need- 
less alarm in the public mind, and to obviate the dis- 
semination of conflicting views, theoretical observa: 
tions, and deluding hopes. I have consistently and 
persistently maintained that physicians should be 
educated primarily, laymen secondarily, and that 
pending the establishment of incontrovertible con- 
clusions, hypothetical matters should be discussed 
in camera, and so cautiously that the promulgation 
of erroneous, premature, and misleading concep- 
tions concerning any phase of the cancer problem 
would be reduced to a minimum. 


The campaign of education has been under way 
long enough now for some estimate to be formed 
concerning the results, good, bad and indifferent, 
which it has yielded to date. It is time to ask our- 
selves whether the platform upon which we have 
been conducting the campaign has met the require- 
ments, or whether it needs to be revamped in accord- 
ance with the results accomplished. We may well 
ask ourselves frankly, “Are we on the right road?” 
“Have we failed to notice and to point out any of the 
guide-posts along the highway?” “Have we misin- 
terpreted any of the danger-signals?” “Have we 
wandered into bypaths fraught with dangerous pit- 
falls for those whom we are supposed to lead?” 

No one, perhaps, is in better position to answer 
these questions than is the surgeon whose field of 
activity brings him in contact with a large number 
of persons directly or indirectly concerned with 
malignant disease. No one is more frequently im- 
portuned for what the patient, or the patient’s 
friends and family, consider the final word con- 
cerning this or that piece of information—or mis- 
information-—gathered from the columns of the 
daily press, from the “popular medical lecture,” 
from the club, or from the medical meeting which 


the public may attend at will. Over and over the 
surgeon is asked: “/s cancer contagious?” “Should 
every little wart and mole, or every little lump and 
bump, be removed?” “Will I have cancer if I eat 
meat?” “Must I eat rice to prevent having cancer 2” 
“Does persistent indigestion mean cancer of the 
stomach?”, and so on, according to the hobby of 
the particular author or lecturer under whose tem- 
porary tutelage the individual has passed and ac- 
cording to the peculiar psychological constitution of 
the said individual. 

It has been said, in quite another connection, that 
“Experiments have two great uses—a use in dis- 
covery and verification, and a use in tuition. They 
were long ago defined as the investigator’s language 
addressed to Nature, to which she sends intelligible 
replies. These replies, however, usually reach the 
questioner in whispers too feeble for the. public ear. 
But after the discoverer comes the teacher, whose 
function it is so to exalt and modify the experiments 
of his predecessors as to render them fit for public 
presentation.” In no field .of investigation with 
which the physician is concerned may it be more 
truly said that Nature’s replies to our questionings 
come “in whispers too feeble for the public ear ;” 
in no field of educational endeavor is it more im- 
portant that the teacher render the subject matter 
“fit for public presentation,” than in this campaign 
of education concerning cancer. The reason is in- 
volved in the very complexity of the campaign. 
This must take into consideration the quaternary : 
the cancer problem, which, as all know, is full of 
complexities ; the public, as a whole; the patient, as 
an individual; the physician, who is the one to de- 
liver the message. 


THE PROBLEM. 

Ever since the inauguration, less than twenty 
years ago, of the scientific study of cancer, the ques- 
tions connected with this malady have multiplied 
so rapidly that they have become merged into one 
great, complex and unsolved problem. The chief 
constituents of this mystifying whole are concerned 
with: (1) the cause; (2) the diagnosis; (3) the 
prevention; (4) the cure, of cancer. Each one of 
these at once introduces us to a labyrinthine tangle 
of conflicting opinions, and hence of uncertainty. The 
layman conducted into this maze, unless by a skilful 
leader, is sure to become confused and discomfitted. 

Cause.—One of the organizations concerned with 
the propaganda against cancer recently issued a cir- 
cular entitled “Fighting Cancer with Facts.” Un- 


fortunately, the one great and all-important fact, 
the cause of cancer, is not in our possession. 


(To be continued). — 
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THE DIAGNOSTIC HOSPITAL. 

Surgical treatment depends for its efficiency, first, 
upon correct diagnosis. So many additions to our 
knowledge of diseases have been made in the past 
quarter of a century, that diagnosis of surgical ail- 
ments has long ago passed beyond the abilities of 
any one individual. Team work, implying technical 
cooperation and coordination, is now required for 
the best results. The surgeon who is most com- 
petent to operate upon the multitude of surgical 
lesions of the trunk or cranium is not the person 
who can best diagnose the lesions which he is most 
qualified to cure. 

So complicated and diversified have the means 
of diagnosis become that no single person can be 
proficient in all. Before the true nature of a sur- 
gical malady can be discovered there must often 
be invoked the aid of the x-ray, blood examinations, 
serum tests, bacteriologic studies, nerve tests, ocular 
examinations, and investigations of cerebro-spinai 
fluid. These are not all within the field of any single 
individual, much less are they a part of the equip- 
ment of the therapeutist. , 

Diagnosis need not necessarily be followed by 
treatment. It may stand apart. The patient with 
an accurate knowledge of what ails him may make 
such use of the knowledge as he sees fit. The dis- 
ease is his. He naturally should want the best 


knowledge concerning its location and nature that 
can be had. The family physician with this infor- 


mation is in a position to advise the patient where 
he may go for the best surgical treatment. The 
next natural step would be to go with the accurate 
diagnosis to the surgical therapeutist and have the 
trouble corrected. 

Now the patient with symptoms which distress 
him does not first bethink himself of diagnosis as 
a separate thing, neither does his family physician. 
The patient is sent to the surgeon who is selected 
for his ability to treat conditions which have symp- 
toms that approximate the symptoms with which 
the patient suffers. And the surgical therapeutist 
must undertake the functions of the diagnostician ; 
but inasmuch as he cannot master all things we find 
the surgeon who attempts to combine the diagnos- 
tician with the therapeutist falling short of the 
possibilities of each. The surgeon usually goes 
ahead and gets enough diagnosis to justify him in 
his own mind in proceeding to follow some specific 
procedure of treatment. 

Modern surgery has outgrown this method. The 
surgeon diagnostician-therapeutist is as much of 
an anachronism as is the obstetrician-pediatrist, the 
general surgeon-oculist, or the apothecary-internist 
of a past generation. The modern reproach of sur- 
gery is, that too often the wrong operation is done 
because the correct diagnosis is not made. The 
inexcusable result is seen in operations upon the 
vermiform appendix when the disease is stone in 
the ureter, hysterectomy when the condition is preg- 


nancy, salvarsan injection for lues when the dis- 


ease is eczema, ovariotomy when the disease is 
hypertrophis rhinitis, laryngectomy when the dis- 
ease is syphilitic laryngitis, and gastro-enterostomy 
when the disease is abdominal crisis of lues. A 
recent surgical report recites a case of syphilis of 
the spinal cord in which the patient underwent four 
abdominal operations, the last of which was for 
adhesions caused by the former three operations. 

Diagnosis should be a distinct branch of learn- 
ing. Surgical diagnosis cannot be separated from 
medical diagnosis. The specialty should be diag- 
nosis; and the specialists should be a coordinated 
group of scientists depending upon cooperation with 
each other for their efficiency. Diagnosis is no 
longer a one-man field. 

Imagine an institution into which a patient might 
go, where all of the technic and learning concern- 
ing diagnosis might be concentrated upon his case! 
There is enough skill and scientific knowledge now 


available to diagnose most every ailment. Such 


an institution would coordinate all of these depart- 
ments of learning. The gastro-enterologist, the 
bacteriologist, the serologist, the roentgenologist, 
the hematologist, the urologist, the ophthalmolo- 
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gist, the neurologist, and specialists in all the otter | 
branches of diagnostic learning, cooperating to ar- 
rive at a diagnosis, is an utterly different function 
from that of making examinations for the purpose 
of finding something which one may treat or operate 
upon. 

When the scientific necessity of such an organi- 
zation of diagnostic forces is realized and the 
advantage to be derived by introducing the economic 
and psychic principle here involved is contemplated, 
it becomes obvious that this must be the method 
of the future. It is not altogether a dream, for our 
own Mayos have come so close to it that it is vir- 
tually here; and already before the war Germany 
had actually established diagnostic hospitals. We 
have, in this country, such equipments in the field 
of mental diseases. 

The highest interest of the sick demands such 
organizations. The best efficiency demands that 
they be free from the commercialism which ex- 
ploits the sick. They must repreesnt either the 
syndicalist principle as exemplified at Rochester, 
the socialist principle as exemplified in Germany, or 
the cooperative principle yet to be perfected in this 
field. 

The diagnostic hospital need not be geographically 
apart from the hospital where treatment is applied. 
The two may be adjacent or under the same roof. 
The diagnosticians and the therapeutists need not 
be strangers. Indeed, they should be freely in con- 
sultation with é¢ach other. Diagnosis can often be 
promoted by the light which the therapeutist can 
throw upon it; and the surgeon in his treatment 
can often be guided by the finer knowledge of the 
diagnostician. The important factors are that the 
agencies of diagnosis should be united and coopera- 
tive, and the surgical therapeutist should be re- 
lieved of responsibilities which the progress of sci- 
ence and technic have carried beyond his sphere.— 
James PETER WARBASSE. 


The New York Medical Journal has filled the 
editorial vacancy created by the death of Dr. 
Claude Wheeler. Dr. Smith Ely Jelliffe, well- 
known as a neurologist, psychanalyst, author, trans- 
lator and medical journalist, will now divide edi- 
torial responsibility with Dr. Charles E. de M. 
Sajous. 

Dr. Jelliffe was once before associated with the 
editorial work of the New York Medical Journal 
when the Medical News, of which he was the edi- 
tor, was consolidated with it. He has for many 
years published the Journal of Nervous and Men- 
tal Diseases, and a few years ago, with Dr. White, 
he founded the Psychoanalytic Review. 


LETTER TO THE EDITOR. 
Pittsburgh, Pa., February 23, 1917. 
Editor AMERICAN JOURNAL OF SURGERY: 

I cannot refrain from commenting upon a state- 
ment in an article by J. F. Baldwin in the Medical 
Record copied by you in the February number of 
THE JouRNAL, under the caption “Nitrous Oxide- 
Oxygen Anesthesia,” in which the author attempts 
to convey emphatically his opinion that nitrous 
oxide-oxygen “should be looked upon as the most 
dangerous anesthetic that can be used, even in the 
hands of the most experienced”—and that its field 
of usefulness (perhaps he would say “excuseful- 
ness”) is very, very limited. I do not know how 
extensive is his experience with N,O-O. But how 
he can so boldly contradict the experience of such 
authorities as Crile, Gwathmey, Teeter, McKesson, 
Henderson, Gatch et al. is beyond explanation. 

Anesthetists and surgeons throughout the sur- 
gical world know that the “field” of nitrous oxide- 
oxygen anesthesia is constantly widening; that it is 
fast becoming indispensible in general surgical 
clinics and hospitals; that more and more physi- 
cians, surgeons and obstetricians are embracing its 
aid through expert anesthetists or by personal 
study ; and that in experienced hands it is the safest 
anesthetic agent, both during and after operation, 
known to the profession. In testimony to its almost 
unlimited field of usefulness I mention below some 
operations selected at random from records of the 
Western Pennsylvania Hospital that are being per- 
formed almost daily under N,O-O with entire sat- 
isfaction : 

Reduction of fractures, tonsillectomy, hydrocele, 
colostomy, cholecystectomy, drainage of abscess, 
bone curetting, vaginal hysterectomy, suprapubic 
prostatectomy, abdominal hysterectomy, fistula in 
ano, boneplating fractures, urethral dilatation, en- 
terostomy, amputation of thigh, removal of vesical 
calculus, appendicectomy, mobilization of joints, de- 
capsulation of kidney-bilateral, nephro-lithotomy, 
curettement, suturing lacerations of fingers, mas- 
toidectomy, reduction of dislocations, hernioplasty 
(inguinal and ventral), reduction of fracture of 
nose, resection of rib, excision of rectal tumor, 
drainage of knee joint, forceps delivery, excision of 
carbuncle, excision of cervical glands, hemorrhoidec- 
tomy, nephrectomy, amputation of breast, oopho- 
rectomy, trachelorrhaphy, epididymotomy, perine- 
orrhaphy, avulsion of toe nail, excision of lipoma, 
gastro-enterostomy, thyroidectomy, colpoceliotomy 
removal of needle in hand, extraction of teeth, 
lumbar puncture and uretero-lithotomy. 

The indications for selection of this anesthetic ' 
have been varied—pulmonary, renal or cardiac cam- 
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plications, anemias, pathologic debility, acidosis, 
brevity of operation, preference of patients, etc. 
As to distinct contraindications, we have come to 
regard very few indeed. The duration of admin- 


istration has ranged from three or four minutes | 


to four hours and forty minutes; the patients’ ages 

from 3 to 84 years. 
J. R. McCurpy, M.D. 

Chief Anesthetist of Western Penna. Hospital. 


Surgical Suggestions. 


Before terminating a mastoid operation scrape 
clean the exposed bone surface. The wound will 
granulate more quickly. 


Frontal or ethmoid sinus suppuration, causing 
headache and fever, may easily be mistaken for 
typhoid, especially in children, if the physical ex- 
amination has not been thorough. 


~ When operating upon a brain abscess secondary, 
for example, to mastoiditis or frontal sinusitis, pass 
a grooved director along the aspirating needle and 
insert the tube drain before all the pus has escaped ; 
and make sure that pus comes through the tube— 
otherwise the drain may not be properly entered 
into the abscess. 


Some individuals of seventy are as feeble, physi- 
cally and mentally, as many at ninety, and, on the 
other hand, one often sees people of eighty as vig- 
orous and healthy as the average at seventy. Med- 
ically, therefore, we should consider as “aged” 
those who are very old in their tissues and func- 
tions no matter how old they be in years. 


Strangulation or threatened strangulation of a 
hernia is a fairly common experience among the 
aged. An operation for its relief—even a radical 
hernioplasty—under local anesthesia (preferably 
not cocain) is usually well borne, if the strangula- 
tion of the bowel, when this is involved, is of but 
short standing. Even a resection of the gut, seri- 
ous as is the condition which makes this necessary, 
is by no means always fatal in the aged. 


Colostomy and gastrostomy for inoperable can- 
cer are, with proper indications, legitimate opera- 
tions; but their nature should be explained to the 
oatient himself if his mind is clear, and he should 
be allowed the opportunity to decide whether or 
not he will accept what the surgeon can give him 
in exchange for what he takes away. 


Surgical Sociology 


Ira S. Wile, M.D., Department Editor. 


MepiIcAL COMPENSATION For DISPENSARY SERVICE 
To INJURED WORKMEN. 


As a result of the passage of workmen’s compen- 
sation acts in 33 states of the Union, numerous 
questions have arisen requiring legal interpretation 
of the provisions of the laws. Some very practical 
problems require the formulation of policies by in- 
stitutions with reference to their attitude towards 
industrial accidents, the victims of which present 
themselves for hospital or dispensary treatment. 
Under all the laws, a man suffering from an indus- 
trial accident is entitled to medical or surgical treat- 
ment for a definite period of time during which he 
is to receive from one-half to two-thirds of his 
regular wages. 

What is to be the position of charitable institu- 
tions towards such an applicant for emergency re- 
lief? He is scarcely entitled to treatment as a char- 
ity when provision for the payment for surgical 
service is made part of the liability of industry. A 
Committee of the American Hospital Association 
(Modern Hospital, February, 1917) points out that 
there is a large variation in present methods of 
dealing with situations of this type. 

First, a dispensary may refuse treatment on the 
grounds that these are not cases for charitable care. 
This policy, however, is indefensible in the face of 
an emergency and thoroughly impractical from the 
standpoint of public sentiment. 

Second, a dispensary may treat an occasional in- 
dustrial accident case for nothing or for the nominal 
dispensary fee usually exacted. This course may 
be followed when the number of cases is too small 
to make it worth while to establish a special policy. 

Third, the dispensary may give a single emergent 
treatment and then refer the patient to a member 
of the surgical staff who is to treat the patient as 
a private one at the dispensary and send his bill 
to the established authority. 

Fourth, the institution may require the private 
treatment to be given at the surgeon’s office. 

Fifth, the patient is accepted by the dispensary 
and treated, but charged a higher fee, for instance, 
one dollar per visit, which is collected from the in- 
surance or industrial accident board. The fee in 
this instance is retained by the hospital. 

Sixth, the sufferer receives regular attention at 
the dispensary for which a higher fee is charged, 
which is divided between the surgeon treating the 
patient and the institution at which the service is 
given. 

It is patent that the questions involved in the 
above methods are by no means easily answered. 
When a large number of applicants for treatment 
exist the difficulties are serious and the financial 
policy merits very careful consideration. 

In carrying out the provisions of workmen’s com- 
pensation laws there must be justice to the patient, 
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the surgeon, the employer and the hospital or dis- 
pensary. It is scarcely fair that charitable institu- 
tions should stand the expense of treating industrial 
accident cases without receiving an adequate return, 
such as would accrue were the patient treated by 
a private practitioner. It is not entirely just that 
the dispensary should receive full financial return 
for services performed in cases of this character 
to the exclusion of remuneration to the physician 
or surgeon actually rendering the service. To ex- 
clude emergent industrial accidents from the oppor- 
tunities presented by the adequate surgical facili- 
ties afforded by dispensaries and out-patient depart- 
ments of hospitals is unfair to the patients. Fur- 
thermore, in some communities such exclusion 
would limit the field of usefulness of a well 
equipped dispensary. 

Special dispensaries are now being developed by 
employers and indeed by insurance companies with 
a view to meeting the diagnostic requirements of 
industrial accidents. It is doubtful, however, 
whether there is to be a distinct gain for the patient 
by having medical institutions developed under such 
auspices. 

With a view to protecting the best interests of 
surgeons, patients, institutions, and the public, this 
particular social and economic problem must be 
carefully scrutinized and judiciously solved. 
Whether private or institutional treatment of in- 
dustrial accident cases presents a most satisfactory 
solution of the problem is thus far undetermined. 
In all justice to the physicians and surgeons, there 
should be recompense provided for his technical 
skill, whether the patient is treated in his own office 
or is by courtesy given relief at a dispensary. For 
an institution to arrogate to itself the entire fee is 
to perpetrate an injustice upon the surgeons whose 
services have been volunteered for the treatment 
of those unable to afford the services of a private 
practitioner. The compensation acts, however, con- 
template relieving the victims of industrial accidents 
from the necessity of being considered “charity 
cases.” 

If hospitals utilize some of their internes for out- 
patient service, it fis conceivable that the relief 
afforded in industrial accident cases is entirely char- 
itable on the part of the hospital that any remunera- 
tion available should therefore revert to the institu- 
tion. This, however, represents the practice of only 
a small proportion of hospitals maintaining out- 
patient departments. It is patent that the formula- 
tion of a definite policy is essential for the protec- 
tion of all parties concerned. A consideration of 
this phase of surgical service merits the attention 
of the trustees of hospitals and dispensaries in con- 
ference with the representatives of the medical staff 
interested in carrying on the work of the institution. 


Some types of epithelioma respond very well to 
wv-ray treatment, but this often fails dismally and 
it should not be persisted in if results are not soon 
evident. 


Book Reviews 


The Journal of Urology. HucH Hampton Young, Bal- 
timore, Editor. Issued bi-monthly. Volume 1, Num- 
ber 1, February, 1917. Baltimore: Wuttrams & WIL- 
Kins Co. $5.00 per volume. 

With the appearance of its first number The Journal of 
Urology takes a place among the high-class special medi- 
cal journals. Conspicuous in the progress of the medical 
sciences have been the advances in urology. No depart- 


. ment of medicine has made more rapid strides than have 


been accomplished in this field, since cystoscopy and roent- 
genology have furnished the basis for accurate diagnosis 
and stimulated the laboratory researches that have gone 
so far to make urology an exact science. The contribu- 
tions that marked this development have been scattered 
through many and various journals. There has grown, 
therefore, a need for a journal devoted exclusively to 
urology. In this country the Urologic and Cutaneous Re- 


_view, an excellent journal, has been able only in part to 


meet the want; it is not devoted exclusively to urology, 
it has not the space to spare for lengthy research reports, 
and its purpose is to supply its réaders with practical arti- 
cles rather than academic or ptirély ‘scientific studies. In 
French, Journal d’Urologie, also ati admirable publication, 
covers the field of surgical urology. The Journal of Urol- 
ogy has a wider scope: it will deal with medical and ex- 
perimental as well as surgical aspects of urology. 

In the first issue most of the articles, as might have 
been expected, are from the Johns Hopkins Hospital. In. 
forthcoming numbers the contributions will probably be 
more general. 

The journal is well printed and richly illustrated. It 
carries no advertising. 


The Surgical Clinics of Chicago. Published bi-monthly. 
Volume 1, Number 1, February, 1917. Philadelphia 
and London: W. B. SAunpers Co., $10.00 per year. 


With the passing of the lamented John B. Murphy, there 
ceased that unique Saunders publication, “Murphy’s Clin- 
ics,” in which were admirably reproduced the always illu- 
minating and usual brilliant clinical demonstrations of 
that surgical master and teacher. Whether as a substi- 
tute or conceived independently, the same publishers are 
now producing bi-monthly The Surgical Clinics of Chi- 
cago, the first number of which appeared in February. Its 
object is to report and illustrate the clinics of the leading 
surgeons of Chicago, including the various surgical spe- 
cialties. About forty surgeons are to be thus represented. 

In the first issue, consisting of 221 pages, with 83 illus- 
trations, are reported clinics of Andrews, Carl Beck, Be- 
van, Eisendrath, Kanavel, Dean Lewis, McArthur, A. J. 
Ochsner, Phemister, Plummer, Ryerson and Speed. They 
are all interesting, and several of them convey useful sug- 
gestions and novel procedures. For example, Speed dem- 
onstrates a new tendon-transplanting operation for drop- 
wrist; McArthur emphasizes the usefulness of making a 
bilary fistula, for bile drainage and for introducing drugs 
and fluids in connection with gastric operations, e. g., to 
deal with “vicious circle” after gastroenterostomy ; ‘An- 
drews describes a simple procedure in the treatment of 
web contractures from a burn, to prévent re-formation, 
etc. 

The publication is attractive typographically and pic- 
torially and, we are glad to note, it is of a size to hold in 
the hand without fatigue. 

Certainly, Chicago surgeons are wideawake and pro- 
gressive. They do not let the grass grow under their feet, 
and they do not hide their light under ‘a bushel. Their 


“push” should stimulate to collective activity the surgeons 
in other large cities. : 
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Progress in Surgery 


A Résumé of Recent Literature. 


The Removal of Stones from the Kidney. WILLIAM 
Surgery, Gynecology and Obstetrics, Janu- 
ary, 


There were 450 patients at the Mayo clinic between 
January 1, 1898, and December 31, 1915, who were oper- 
ated for kidney stone. There were 484 operations with 
a mortality of three patients, i. e., 0.6 per cent. The in- 
cision used is the lumbar incision, which begins just be- 
low the 11th rib near the spinal column and curves down- 
ward and forward to within the anterior superior spine 
with its convexity pointing downward. The cross cut of 
muscle when properly sutured never results in hernia. 
The protection against hernia in muscle-splitting opera- 
tions depends on proper suturing of the aponeurotic cover- 
ing. Pelviolithotomy is the most generally useful opera- 
tion for removal of stone in the kidney; in the present 
series, in 206 cases, the combined pelviolithotomy and 
nephrolithotomy were done in 34 cases; nephrolithotomy 
is seldom performed for uncomplicated stones in the pel- 
vis and calyces. Nephrectomy was done in 204 cases. 
The indication for this operation was the presence of 
pyonephrosis with stone. The subcapsular method is the 
method of choice in nephrectomy. The renal vessels are 
best exposed by further separating the capsule from the 
sinus of the kidney as it is folded back over the pedicle. 
In very obese persons or cripples, when the kidney cannot 
be satisfactorily exposed, Mayo removes enough of the 
perirenal fat to expose it in situ. Hemorrhage from the 
renal veins is best secured by fine catgut suturing with 
a small needle. Even injury to the renal cavity may be 
controlled in the same manner. When there is serious in- 
jury to one of the large renal arteries it is better to remove 
the kidney. Laceration of pelvis of the kidney is best 
repaired by making a fatty fascial flap; good union and 
function result. Injury to the retroperitoneal duodenum 
is best avoided by using mouse-tooth forceps in grasping 
bleeding points. Rat-tooth forceps cause serious injury. 
Where injury to the duodenum has taken place it is best 
to suture the gut through an anterior abdominal incision. 


A Point in the Differential Diagnosis of ia with 
Remark on Lavage of the Kidney Pelvis. ArtHUR 
H. ee Surgery, Gynecology and Obstetrics, Janu- 
ary, é 


In pus infections of the kidney, when urine fails to pass 
down the ureter catheter the latter is often plugged with 
material which can then be examined and so lead to the 
correct diagnosis. When pelvic lavage accomplishes a cure 
it does it chiefly by dislodging the plug in the ureter. 
This dislodgment may be brought about by the less dan- 
gerous procedure of simple urethral catheterization. When 
no relief follows catheterization of the ureters it is not 
to be expected that pelvic lavage will, but such a case 
eventually requires surgical relief. 


The Significance of Bladder Symptoms in the Diagno- 
sis of Renal Disease. A. J. Crowe t, Saraers, 
Gynecology and Obstetrics, January, 1917. 


Chronic frequency without urethral obstruction, pros- 
tatic or seminal vesicle inflammation means renal disease 
in practically every case. It is by means of close obser- 
vation of clinical symptoms and by the use of the most 
approved laboratory methods that we are able to differ- 
entiate not only between bladder and kidney lesions but 
— between the various pathological conditions of the 

ney.. 


Prolapse of the Uterus in Nulliparous Women. 
, PALMER FINDLEY, American Journal of Obstetrics, etc., 
‘January, 1917. 


Prolapse of the uterus in nullipare is rare in compari- 
son to that lesion as found in multiparous women. Vir- 
ginal prolapse occurs most frequently in the new-born, 


showing in the most instances other congenital defects, 
notably spina bifida. In the new-born, the prolapse is not 
present at first, but develops within a week after birth. 
The incidence of procidentia associating spina bifida is 
approximately 86 per cent. Probably the percentage is 
greater if we were to include cases of spina bifida occulta, 
a condition which is frequently overlooked. One author, 
Ebeler, in x-raying twenty-eight multiparous women with 
prolapsus uteri found occult spina befiida in twenty-three 
(82.14 per cent.). In twenty-eight multiparous women 
without prolapse Ebeler found spina bifida occulta in only 
three instances. The defect is in the innervation of the 
holding and supporting elements of the uterus and vagina, 
that is, the ligaments, fascia and muscles. Various au- 
thors emphasize particular structures as poorly supplied 
with nerve force. Findley reports two personal cases, 
one 35 years old, and the other 55 years old, both of whom 
represent instances of infantilism which he believes to be 
an underlying factor in the development of procidentia 
in nulliparous women. 


A Study of the Symptoms and Treatment of Con- 
genital Transduodenal Bands. J. Homans, Boston. 
— Medical and Surgical Journal, November 9, 


Homans reports the study of 11 cases. These bands are 


' believed to be congenital and extend from various places: 


from the region of the head of the pancreas, from the 
gall-bladder or cystic duct, ascending colon, etc. They 
are not uncommonly found at autopsy in infants and 
others, and have caused no symptoms. These bands cause 
a wide variety of symptoms, resembling in many details 
gastric or duodenal ulcers, cholelithiasis, or chronic appen- 
dicitis. A characteristic is chronicity. Homans concludes: 

1. Congenital transduodenal bands may be responsible 
for symptoms “reflex” in type, which have, in spite of con- 
siderable divergence, a definite family resemblance. 

these symptoms the Roentgen findings 
very generally indicate duodenal spasm or dilatation of 
the first, or first or second, portion of the duodenum. 


3. Division of the bands and appropriate treatment of 
raw surfaces is satisfactorily curative, but plastic opera- 
tions to widen the opening into the duodenum probably 
give the best results. 

4. Congenital transduodenal bands, judging from the 
frequency with which they are reported at autopsy, are 
not necessarily pathologic, but may be responsible for 
digestive disturbances having a recognizable symptomatol- 
ogy, a prolonged course, and appropriate operative treat- 
ment.’ 


The Faucial.Tonsils in Singers. Should We Remove 
hem? Irvinc W. VoorHees, New York. New York 
Medical Journal, December 16, 1916, 


From the answers to a questionnaire Voorhees con- 
cludes: 

1. An analysis of 5,000 tonsil operations in singers 
shows that in the hands of skilled operators there need 
be no special fear of bad results. 

2. It is the consensus that bad results are most often 
due to cicatrical contractions occurring from careless dis- 
section or from neglected aftertreatment. 

Pain in the tonsillar region, neck and larynx is 
probably due to section of some of the larger branches of 
the glossopharyngeal nerve (Justus Matthews). 

Loss. of singing voice after tonsillectomy might be 
due to a nerve lesion, but is probably due to adhesions 
and cicatrical formations in the fauces. : 

Loss of singing voice occurs very rarely after ton- 
sillectomy. Impaired voice is. possible, but most..cases 
show an increased range of from one-half to a full tone. 

The singer’s problem is a very special one, and no 
laryngologist should- undertake to operate on these pa- 
tients unless he has some knowledge of the art of singing. 

7. At operation the greatest care and skill must be 
exercised in securing a clean, free dissection. Injury to 
the tissues surrounding the tonsil may prove disastrous. 

8. Post-operative care is of special importance. The 
patient should be seen daily until full healing occurs. — 
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